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§s=D : RESTORE BLADDER the alleged deficient practice was

to attach the leg strap to the
catheter tubing and apply it to
Resident #6°s leg.

2. Current residents with indwelling

| Based on the resident's comprehensive

! assessment, the facility must ensurs that a
resident who enters the facilily without an
indwelling catheter is not catheterized unless the

resident's clinical condition demonstrates that ! catheters were audited for
cathelerization was necessary; and a resident presence of leg straps with any }
| who is incontinent of bladder receives appropriate ' adjustments or additions made ‘
{reatment and services to prevent urinary tract ; mmmediately. Future admissions
infections and to restore as much normal bladder ' or readmissions will be evaluated

: catheter to ensure the catheter’s
! tubing is strapped appropriately,

!

function as possible. upon admission for an indwelling )
' :
The Nursing staff was educated '
|

|

This REQUIREMENT s not met as svidenced 3.
by

i Based on observations and staff inlerviews and
! record reviews, the facility failed to secure the

. indwelling catheter for 1 of 3 sampted residents
- with an indwelling catheter {Resident #8). The i

by the Director of Clinical
Services {(DCS) or the Assistant
Director of Clinical Services
{ADCS) on the proper use of

i, findings included: ; Foley Catheter leg straps and

' placement of the drainage bag.

l Resident #6 was admitted to the facility on Any.new hires in the futu‘re will

| 9/12/13, with multiple diagnoses including be given the same education

| contractures of left upperlower and right upper during their orientation process.

| extremities and pressure ulcers. The admission The DCS or her designee will

' MDS {Minimum Data Set) assessment dated audit residents with catheters for
8/23M13 indicated that Resident #6 was non the presence of leg straps daiiy

! verpal, had severe cognitive impairment and
required exlensive assistance with all activities of

~ daily living. Resident #6 was had a stage IV

- pressure ulcer and an indwelling catheter.

for 1 month, then once per week
for 1 month, then twice monthly
for 1 month then once a month
for 3 months. Any issues

. Raview of the physician ' s order dated 9/12/13, identified will be addressed and
“ revealed the diagnosis for the catheter was due corrected as needed.

! to stage IV wound. The catheter should be
! secured to resident,

% Dusing an observation on 2/26/14 at 9:40AM,
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Any deficlency stalement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting pm\f'iding itis detesmined that
other safeguards provids sufficient protection to the patients. (Sea instructions.) Except for nursing homes, the findings stated above are gisclosable 50 days
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program participation, :

FORM CMS-2567(02-99) Pravious Versions Obsolete Event iD: OKGP H Facitty 1D; 923078

I continuation sheet Page 1of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03142014

FORM APPROVED

OMB NO. 0938-0391

Resident #6 was lying in bed with sheets half way
covering body in a fully contracted fetal position
with both arms and left leg contracted to her
chest. There was no leg strap on the resident and
the catheter bag was altached to the bed frame at
| waist level of the resident.

! During an interview on 2/26/14 at 10:00AM, NA#1
: nursing staff was responsible for ensuring the leg
| strap was placed on resident. The catheter bag

‘ had been placed on the bed frame on numerous
occasions

During an observation on 2/26/14 at 11:00AM,
Rasident #6 remained in the fetal position the
catheter bag remained strapped to the bad frame.
There was no leg sirap on the resident.

During an observation on 2/26/14 at 12:30FM,
Resident #6 lying in bed remained in same
position. The catheter bag remained strapped to
the bed frame and the bleod and whils sediment
continued lo thicken, There was no leg strap on
tha resident,

During an interview at 2/26/14 at 12:35PM,
Nurse#1 stated that the residents with indwelling
cathaters should have 2 leg strap secured to the
catheter fubing. She further stated that Resident
#8 did not want the strap, but could not provide
any information that Resident #6 could verbally
state or understand the nead for the strap.
Nursettt also indicated that catheter protecol

: shoutd be followed on all shifts which Included
¢hacking the cathefer bag to ensure it was
sacured; Nurse #1 confirmed the leg strap was
not secured,

During an interview on 2/28/14 at 12:46PM, the

responsible for reviewing the
results of the monitoring with the
DCS. The findings will then be
presented and discussed at the
monthly Quality Assurance and
Performance Iimprovement
Committee Meeting for the
duration of the monitoring,.

STATEMENT OF DEFIGIENCIES (K1) PROVIDER/UPPLIERICUIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: A BUILDING COMPLETED
C
345403 B. WING 02/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADCRESS, GITY, STATE, ZIP CODE
CARY HEALTH AND REHABILITATION 6330 TRYON ROAD
CARY, NC 27618
X410 % SUMMARY STATEMENT OF DEFICIENCIES Is] PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY} X
5
F 315 | Conlinued From page 1 F 315! 4. The Executive Director will be

zlialiy

FORM CMS-2567{02.98) Previous Varsions Cbsolets

Event {D:OXGP11

Facily I, 023078

It continyation sheel Paga 2 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 03/14/2014

FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF CEFICIENCIES
AND PLAN OF CORRECTION

X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345403

{%2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3} DATE SURVEY

COMPLETED

e
02127/2014

NAME OF FROVIDER OR SUPPLIER

CARY HEALTH AND REHABILITATION

STREETADDRESS, CITY, STATE, ZIP CODE
G600 TRYON ROAD
CARY, NC 27518

[4.CHE
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFGRMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD: 8E
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

03)
COMPLETION
DATE

F 315

F 318
88=D

i Continued From page 2

DON (director of nursing) observed the catheter
and confirmed that the catheter bag was not
secured to the resident * s {eg and it was secured
to the bed frame at waist level.

During a follow-up interview on 2/26/14 at
12:55PM, NA#1 indicated that she had not put the
- catheter strap around Resident #8.

During an interview on 2/26/14 at 1:05PM, NA#2
indicated that the catheter strap was not
consistently on the resident,

During an interview on 2/26/14 at 4:40PM, NA#3
that the strap should be secured to the resident
and was not sure why it was not. That
information would also be reported to nursing.

: During an interview on 2/26/14 at 4:46PM, NA#4
indicated that the catheter bag had been
observed unsecured to the resident on several
occasions.

Buring an interview on 2/26/14 at 5:18PM,
Nurse#2 indicated that the expectation was the
nursing assistant should ensure the leg strap was
in pface in accordance to the cathefer protocol.

Buring an interview on 2/27/14 at 11:208M, the
administrater indicated the expectation would be
that director of nursing monitor the nursing staff
and ensure that all medical needs of the resident
have been mel. This would include ensuring that
cathater bagsAubing had been secured.
483.25(e){2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

F 316

F 318
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Based on the comprehensive assessment of a
resident, the faclility must ensure that a resident
. with a limited range of molion receives

. appropriate treatment and services ta increase
range of motion and/or o prevent further
decrease in range of motion,

This REQUIREMENT is noi met as avidencad
by:

Based on chservations, interviews and record
i reviews, the facility failed {o apply splints as
ordered by the physician for 1 of 5 sampled
residents with contractures (Resident #8). The
findings included:

Resident #6 was admitted to the facility on
9112113, with multiple diagnoses including
contractures of left upper/lower and right uppar

; extremilios and pressure uicers. The admission
MDS (Minimum Data Set) assessment dated
9/23113 indicated that Resident #6 was non

t verbal, had severe cognitive Impairment and

! required extensive assistance with all activities of
daily fiving.

Raview of physician ' s order dated 9/23/13,
revealed Resident #6 should have a left hand
splint to prevent contracture and o increase use
of left hand In activities of dally living performance
i and functional mobility. Another physician's
order dated 10/8/13, documented that Resident
#6 required 3 left elbow splint to manage tone
! and confracture and left knee splint to improve
range of motion and tone,

i Review of the care plan dated 9/23/13, identified
| one of the care plan problems was Resident #6

i

the alleged deficient practice was
to clarify with therapy and the
attending physician the orders for
the splints for Resident #6. The
Splints were applied to Resident
#6 per therapy’s recommendation
and the physician’s order.
Current residents were audited for
splint orders and inspected to
ensure they were applied as
ordered. As well, orders were
audited for clarity and details of
splint recommendations. Future
admissions or readmissions will
be evaluated upon admission to
determine if any type of splinting
is ordered and if so, applied
properly.

o4y SUMMARY STATEMENT OF BEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION I s
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I
L !
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was admitted with contractures of left upper and
lower and right upper extremities. The goal was
that Resident #6 would maintain current range of
motion to all joints as evidence by ne further
contracture. The appreaches included the
application of the splin¥/brace per order.

Review of the safe transition goalffunctional

» maintenance plan dated 10/23/13, revealed

Resident #6 was to wear the left elbow splint for
30-46 minutes, feft hand resting sphint for 1 hour
fo prevant further contractures, and left knee
splint for 3 consecutive hours, however shift
application was not indicated. Additional

: instructions included to provide range of motion to

loosen up muscles of left leg before having
Resident #6 waar the splint. Apply left leg spfint
while Resident #8 was in bed then stand pivot
resldent from bed {o wheelchair,

Review of the nurse tach information Kardex
undated, read in part: Indicated while Resident#6
was in bed provide range of motion. After the
provision of range of motion apply the {eft splint

 on laft knee and then stand and pivot the resident
. to the wheelchair.

During an observation on 2/26/14 at 9:40AM,
Resident #6 waes lying in bed in a fully contracied
fetal position with both arms and left leg

| contracted to her chest. There were no splints in

vlace

During an interview on 2/26/14 at 10:00AM, NA#1

indicated that Resident #6 had worn splints on
i her armsfiegs in the past when in bed. NA#1

added that the splints had not been around for
awhile and was not sure when they should be
worn.,

by Director of Clinical Services
(DCS8) and Assistant Director of
Clinical Services (ADCS) on
splint application and
corresponding documentation,
Splint orders were added to
Caretracker for norsing assistants
to document compliance with
orders. When new staff members
are hired in the future, they will
be educated to this process during
their orientation to the facility
and/or their respective nursing
department position. The DCS or
her designee will audit 10
residents with orders for splints fo
see that the splint is applied
correctly and utilized for the
proper time. This rmonitoring will
be done daily for I month, then
once per week for I month, then
twice monthly for 1 month and
then once a month for 3 nionths.
Any issues identified will be
addressed and corrected as
needed.

The Executive Director will be
responsible for reviewing the
resulis of the monitoring with the
DCS, The findings will then be
presenied and discussed at the
monthly Quality Assurance and
Performance Improvement
Committee Meeting for the
duration of the monitoring.

|
|

X4 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF GORRECTION P
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F 318 | Continued From page 4 F318| 3, The Nursing staff was educated ‘
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{

i During an cbservation on 2/26/14 at 11:00AM,
! Resident #6 was in the feta] position without

i splints.

Buring an obsérvation on 2/26/14 at 12:30PM,
Resident #6 lying in bed in same position without
| splints.

During an inferview at 2/26/14 at 12:35PM, Nurse
#1 confirmed that Resident #6 did not have the
splints.

During an interview on 2/26/14 at 12:45PM, the
DON {director of nursing) indicated that staff
should apply resident splints as ordered by
physician and recommended by therapy. She
added after review of the recerd there should
have been some clarity of the frequency for the
use of the splints. DON cbserved Resident #8 in
bed and confirmed that there were no splints in
place,

During a follow-up interview on 2/26/14 at
12:55PM, NA#1 confirmed ihat Resident #6 did
not have splints on.

During an interview on 2/26/14 at 1:05PM, NA#2
indicated that Resident #8 supposed o wear the
splints but was uncertain how long Resident #6
should wear them throughout the day because
they had not been available for sometime. NA#2
was not able o give a time frame in which the
splints were missing,

During an interview on 2/26/14 at $:37PM, the
rehabilitation managar indicated that Residant #6
was admitted with contraciures and required 1o

wear a left hand/eloow splint and left feg splint to
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prevent further contracture. The Rehabilitation

manager indicated the staff was expected to
apply the splint as ordered by physician. The
rehabilitation manager added that nursing staff
had been educated on the application of the
splints and she was unaware that they were not
being applied.

During an interview on 2/26/14 at 4:40PM, NA#3
indicated being unaware of Resident #6 wearing
splints

Buring an interview on 2/26/14 at 4:45PM, NA#4
« indicated being unaware of Resident #6 wearing
splints since they had not been sean. NA#4 did
not indicate how tong the splint was missing.

During an interview on 2/26/14 at 5:18PM, Nurse
#2 stated physical therapy applied the splints on

during the day and was uncertain how long they

sheuld be worn.

During an intenview on 2/27/14 at 11:20AM, the
administraior indicated the expectation would be
that the director of nursing monitor the nursing
staff and ensure that alt medical neads of the
resident have been met. This would include
ensuring that resident preventative devices
{splints} were applied according to physician
orders,
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